Aim: To identify the current trend in managing acute traumatic first-time anterior shoulder dislocation (AFSD) among orthopaedic surgeons in USA and to draw comparisons with previous UK study1.
INTRODUCTION
Acute first-time anterior shoulder dislocations (AFSD) are frequent attendants to Casualty departments. The incidence of primary anterior dislocation is estimated to be around 12/100 000 1 . Despite this, a consensus on management protocol is still lacking throughout the developed world 1 , 13 .
A recent report by the second author highlighted this problem in the UK. In our discussion at the end of the paper, we commented on our interest to see whether our colleagues in the USA had a common treatment regime in place. As a follow up to that, we conducted a questionnaire survey among a sample number of members of the AOSSM(American Orthopaedic Society of Sports Medicine). The aim of this survey was to find out how AFSD after closed reduction is managed among US orthopaedic surgeons who manage this problem in the current clinical setting. We also aim to highlight certain clinical issues regarding the management of AFSD. The latter relates to recent studies coming out of Japan and Australia, which have advocated the use of immobilisation in external rotation following reduction of anterior shoulder dislocation. 3 , 4 , 5 . We aim to find out whether this nouvelle method of immobilisation had filtered through US orthopaedic surgeons. A third mention was to find out what the current trend in the management of AFSD differed for 2 distinct age groups. Observational comparisons were then made with the second author's previous study
METHODS
During the period of Nov'04 to Jan'05, 200 questionnaires were sent out to, an active sample consultant members of AAOSM practising in various institutions. The scope of contacting every possible individual who treated this condition was not possible in view of the numbers this would generate and the probable likelihood of no response. The sampling was random(computer generated) but not blinded. Questionnaires were sent out by post and returned in a pre-paid self addressed envelope. The principle emphasis was on the management of AFSD after closed reduction. Additional documentation on subsequent aftercare was also noted and reviewed. 
RESULTS
The response rate was 55% (109 of 200). All respondents were orthopaedic surgeons in active practise. 79.8% of them declared themselves as orthopaedic surgeons with an interest in sports medicine but only 11.9% of them considered the shoulder as their specialist area of interest. Of note, 74.3% of them were in private practise with the other 25.7% being in an academic set up.
In young patients (<25 years), 63/109 respondents would opt for non operative treatment initially via immobilisation. When this was chosen, 71.4% placed the shoulder in a position of internal rotation and 23.8% in external rotation (4.8% did not provide an answer) and the mean duration of immobilisation was 2.6 weeks. In the older patient (>30-65 years), 107/109 respondents would opt for non operative treatment initially via immobilisation. When this was chosen, 72% placed the shoulder in a position of internal rotation and 21.5% in external rotation (6.5% did not provide an answer) and the mean duration of immobilisation was 2.6 weeks.
TREATMENT FOR YOUNG
As surgical intervention was only advocated by 2 respondents, further analysis was not carried out.
DISCUSSION
The shoulder is the most common joint dislocated in humans. 1 Historically, we have always acknowledged that in the young, redislocation is of primary concern and there is enough body of evidence today to reaffirm this 17 . Despite this, the orthopaedic fraternity here or across the atlantic have yet to reach a consensus on a comprehensive definitive management protocol 1 , 15 Our objective was to collect information regarding management of patients with AFSD by orthopaedic surgeons in the USA. Excluding our previous study 1 , we are aware of one similar study conducted among members of the British Shoulder and Elbow Society on the management of shoulder dislocation 7 . The respondents of that study 7 were mainly orthopaedic surgeons with an upper limb special interest. Their views may not accurately represent current practices among the more 'generalist' orthopaedic surgeons who treat this particular problem The reason for this may be as a result of intimate but perhaps skewed anecdotal knowledge of their longer term functional outcome. This survey was sent out to, a sample active members of AAOSM in the year 2004/2005, as they were considered to be involved in the care of AFSD..
The primary issue being addressed here is that of early stabilisation of AFSD. This has been shown in some prospective trials to be more advantageous than conventional nonoperative treatment. In recent years, a number of studies showed a significant reduction in recurrence rate in patients with AFSD who had undergone arthroscopic stabilisation. The failure rates in conservatively treated patient ranges from 47-92% versus 11-22% in the surgically treated group 14 , 15 , 16 , 17 , 18 . Kirkley et al in a prospective randomised clinical trial, with 24 months follow up, compared arthroscopic stabilisation with nonoperative treated group found that not only was the recurrence rate lower in the surgically treated group but there was a statistically significant difference in disease-specific quality of life in favour of the operative group 17 . Despite these cited studies, from the results of our survey, it appears that, opinion among US orthopaedic surgeons, are still divided. This survey demonstrated that just under half (42.2%) of respondents would perform immediate operative stabilisation in young, fit patients presenting with this problem. This is far greater than the numbers generated in our previous study on UK (19%) 1 . The reason for this may in part be explained by financial issues to both the patient and orthopaedic surgeon. Firstly, the young patient who is active will be keen for a definitive solution to resume activities which may otherwise affect his/her income(particularly professional sportsmen). He/she will be more inclined to seek a surgical solution if advised that this is the "superior" solution. For the US surgeon, especially in private practise, the free market health economy allows resources to be more readily available. This fascilitates carrying out the procedure. This is in contrast to a social healthcare system like in the UK which has budgetary restraints and hence cost effectiveness has to be primarily established.
The respondents were less keen in considering surgical management for middle aged, and even more so in the elderly patient. There are likely several explanations for this. Firstly, recurrent dislocation is far less likely in the older population as the sleeve avulsion type lesion is not the principal pathology. There is also increased morbidity associated with surgery in the elderly. It is the authors belief that if the shoulder is clinically assessed to be unstable, irrespective of their age, then it should be treated as such. Note to date, the best published results in the literature advocating the use of immediate arthroscopic stabilisation were conducted on a population of United States 'military recruits' rather than the 'general' population 10 These recruits are likely to be more compliant and their participation in active sports may be a mandatory part of their training. Therefore, the results derived from these excellent centres may not be applicable to the average population. However, we found two multi-centre clinical trials from Canada and Sweden that revealed superior results in early arthroscopic intervention among younger patient (<30 years old) group that reflect more typically of any AFSD population 12 , 13 . Despite this, these studies have short periods of follow-up. Meanwhile, opinions among clinicians will remain divided due to the aforementioned shortfalls of these cited studies. The question remains as to whether a more aggressive approach towards immediate arthroscopic treatment will significantly reduce the recurrence rate. Also of note is that most studies have not followed up patients beyond 2 years. This is flawed in many ways as an under 25 year old for example, would be conceivably still active for a significant duration beyond that time. More randomised trials with longer duration of follow-up are required to determine the efficacy of each treatment arms and the age at which immediate repair is necessary in a general population.
The second issue relates to position of immobilisation. Independent studies conducted in Japan and Australia, using magnetic resonance imaging and cadaveric specimens have shown the advantage of immobilisation in external rotation 7 , 8 . Immobilisation of the arm in external rotation better approximates the Bankart lesion to the glenoid neck compared to the traditional internal rotation 7 , 8 , 9 Itoi et al reported no recurrence in dislocation following immobilisation in external rotation for three weeks in a randomised prospective clinical trial.
The optimal angle in which the shoulder should be immobilised and the duration of immobilisation however remains unresolved. Despite this, internal rotation still remains the preferred position of immobilisation amongst orthopaedic clinicians in the USA as only 24.8% respondents advocated external rotation post reduction. The likely explanation for this is their experiences as a trainee. The above cited studies advocating immobilisation in external rotation have not shown outcome benefit over the traditional position of internal rotation. They have however demonstrated a potential advantage based on biological scientific evidence (bankart lesion is approximated to it's anatomical position) and should prompt us to question the current opinion in depth. A larger prospective study with longer duration of follow up is needed to validate these findings.
The mean duration of immobilisation and follow up suggested for the young conservatively treated group was an average of 2.5 weeks. This is keeping with traditional teaching advocating only 3 weeks of immobility, as anything up to and over this time, the influence on prognosis is minimal 6 .
This study is merely a survey, providing observational data. It is important to note that this was aimed at a chosen selection of participants to draw any comparisons with the UK study that the second author had previously conducted and published. As is the case with any survey, respondents vary their answers according to what they assume the enquirer wants to know. Furthermore, it was assumed that that all patients with acute AFSD present themselves immediately to a casualty department. This is not always the case, as some patients will inevitably be treated in a primary care setting, or may not even come across a health professional at all if they are managed in the 'field'. The results of this survey should be interpreted in light of these biases.
CONCLUSION
We conclude that there is variation in preferred practises in management of AFSD between the USA and UK orthopaedic surgeons in response to the issues incorporated in this survey. On the basis of our results, 27% of respondents advocating conservative treatment in our survey who would immobilise the shoulder in external rotation following reduction (compared to 6.7% in the UK survey). 42.2% would proceed to immediate arthroscopic stabilisation(compared to 19% in the UK survey) There is a need for the issues raised in this survey, to be formally analysed in a randomised controlled clinical trial prior to the introduction of a protocol for managing this problem.
We do not think that further surveys will add any value to the debate. A well designed randomized controlled trial in an appropriate population which allows for stratification avoids confounding bias and has satisfactory follow up duration is needed to effectively advise on a definitive treatment protocol.
